Background: Healthcare has traditionally been dominated by norms making the sexual orientation of clients invisible. Aim: To explore processes counteracting or promoting invisibility. Method: A single case study based on notes from psychotherapy and a research interview. Results: The client's story can be understood in terms of pathology but also in terms of finding her lesbian lifestyle. A special focus is required for transcending heterosexuality and for realizing the meaning of being a lesbian in everyday life. Conclusion: In conducting inquiries, practitioners need to be aware of how their own norms take heteronormativity for granted. This aids recognition of the important need for gay and lesbian clients to tell their personal stories.
Introduction
High quality healthcare for all is a goal in many countries. Yet, for members of groups deviating from dominant social norms, the attainment of this goal entails overcoming a number of problems. One of these involves the dilemmas occurring in consultations with clients whose sexual orientations may involve vulnerable questions and unspoken issues. The Swedish general practitioner Anna Westerståhl concluded that: ''Unreflective assumptions of heterosexuality and use of heterosexist concepts may work together in keeping the lesbian patient invisible to healthcare'' [1] . Elaborating on this issue, the British feminist and researcher on lesbian health Sue Wilkinson [2] commented: ''The presumption of heterosexuality not only makes lesbians feel invisible, uncomfortable and vulnerable -it typically leads to insensitive questions, irrelevant information and inadequate treatment.'' In many areas of their lives, lesbian women experience ''invisibility'', often in the form of the failures by others to recognize the significance of their sexuality and partnership relations. Such invisibility can have deleterious effects, such as reduced abilities to relate life stories to others as well as difficulties in integrating various aspects of identity and its healthy complexity [3] . Invisibility of this sort is also reinforced in formal systems of healthcare since practitioners seldom ask questions outside heteronormative frames. The concept of heteronormativity refers to the fact that since the heterosexual relationship is the dominant norm around which Western society is organized, it involves a central body of taken-for-granted assumptions to which both heterosexuals and homosexuals have to relate [4, 5] . As defined by this norm, a woman is someone who should have sex with a man, be married to a man, and reproduce children with a man. Thus those women whose lives fail to fit this definition are regarded as deviants. One extremely negative consequence of the dominance of heteronormative framings in society is that lesbian identities often are neither recognized nor acknowledged. In this way, lesbians are made invisible. Moreover, the dominance of heteronormative assumptions creates serious obstacles for lesbians who wish to tell their personal stories without feeling deviant or stigmatized. A major consequence of this is that lesbians often feel that their narratives have little or no importance.
In addressing some of these issues in the following, a case drawn from psychotherapy together with a research interview will be presented, explored, and discussed. A prime focus in this account will be on how narrating and interpreting a personal story can become a vulnerable issue for a lesbian client. This raises questions requiring discussion about the possibilities for practitioners to transcend heteronormative assumptions, making room for less harmful interpretations of life stories told by lesbian clients.
Aim
The principal aim of this account is to explore a single case in a setting where heteronormativity is minimalized and to discuss interpretations of heteronormativity involving varying degrees of reflexivity.
Material and methods
This is a single case study drawn from therapeutic conversations with one woman, supplemented with a recorded interview conducted with her three years following her last visit to the therapy room. Initial data from the therapy session took the form of handwritten notes taken during each session and read aloud for the client at the beginning of the next session. The subsequent data were a product of our co-construction of my understanding of the client's talk about her problems. The notes from these sessions thus contain the client's presentation of the problem, my understanding of her presentation, and her understanding of my presentation of her situation including also whether she accepts my interpretation.
In the interview initiated three years after concluding therapy, a prime focus has been on revealing more about the meaning of living a lesbian life. The interview situation aimed at providing space and opportunity for the client to talk about her everyday life and how her sexual orientation was given meaning in this setting. Since the study design was intended to provide the client with a frame to talk about what happened in the therapy and her reflections on therapy and daily life, the data provide no answers as to possible causes of changes and processes leading to change.
The methods used are inspired by grounded theory [6, 7] . Vulnerability is employed here as an analytic concept through which the material is interpreted. This concept is understood as involving the potential for being emotionally wounded in interaction with practitioners. This potential is especially present in situations where clients experience that they are being misunderstood or not being provided with sufficient space to tell their stories. In the following, I have chosen Cecilia's story to discuss because it touches upon themes common to the lives of many lesbians. Her narrative illustrates how invisibility can become a key part of life and a barrier to overcome in a consultation where heteronormativity is to be transcended.
Like a number of my clients, Cecilia actively sought me to be her therapist because I have a public identity as a lesbian practitioner. This tends to create a therapeutic context exceptional because both client and practitioner share a lesbian sexual orientation challenging heteronormativity in several ways. This context is one where clients often report feeling that their lifestyles are accepted. My position in the consultation is both symmetric as one of them and asymmetric as a professional therapist. This special setting allows me to assume a position of sharing meaning with the client regarding issues of sexual orientation.
Cecilia has allowed me to make use of my notes from the therapy and has given informed consent to contact her for the post-therapy interview. In keeping with the guidelines of the Norwegian Social Science Data Services and the National Committee for Medical Research Ethics, the data have been made anonymous. These bodies have granted me approval to use these and related data in my study.
Results: Cecilia enters therapy
Cecilia came to therapy because she felt depressed, lonely, and had health problems. She reported problems with breathing, feelings of fatigue, and experiencing repeated bouts of pneumonia. Cecilia also reported viewing herself as little attractive to other women because she is not good-looking: she said she saw herself as ugly. Cecilia was an active sportswoman, exercising regularly, and was much involved in activities such as jogging, walking, and rowing. She had a masculine style and did things often expected of men. Some years earlier, Cecilia had had a relationship with another woman, who later left her for another woman. When coming to therapy, Cecilia had been alone for 10 years. She identified her problem as one of not trusting people and she felt required to be inauthentic and to hide her feelings to get along with others. Cecilia reported that her distrust and suspicion towards other people made her feel lonely and sad. She also reported problems in standing up for herself in relationships with others and not being sure of herself and her own life story.
The aims of therapy were to help Cecilia gain more contact with her feelings, to aid her in coping with difficulties involved in being authentic, to explore her relationships with others, and to assert herself with those she felt were exploiting her.
Our conversations in the therapy room extended over two years. During this period Cecilia reported having many relationships with other women she felt were more or less satisfying. During our conversations, she explored her problems -especially those involving issues she wished not to face. She recalled certain periods in her adolescence as being very difficult. It was then she began to recognize her attraction to other women, but felt she had no one to talk to and no approval for her feelings. Cecilia felt she learned to hide her feelings at that time and became in that way vague for herself. On becoming an adult, Cecilia reported finding it difficult to accept her attraction to other women.
She defined her goal for therapy as one of becoming more healthy and trustful. When Cecilia terminated therapy, she reported feeling better. By then, she had reduced the time spent in sports activities that sometimes had become for her an obsession and she reported feeling more generous about herself.
Three years later, Cecilia looked back during the interview to the period prior to entering therapy as a time of chaos filled with many relationships and experimentation. She then had reached a point where she had made up her mind that it was best to live alone. At the interview, Cecilia reported being more convinced than earlier that she was attractive to other women. Her health had improved and she recalled suspecting that she suffered from chronic fatigue syndrome at the time of her therapy.
During the interview, Cecilia stated that she now thought of her otherness in positive terms: she saw herself as being a strong woman with a boldness she needed to keep under control and regulate. She commented: ''the otherness has marked me all my life, not only negatively but mostly negatively in my youth; after that it has been okay''.
About her appearance Cecilia remarked: ''If I had been hetero I would not care, because there are many heteros who look like me. You can look any way you want when you are a hetero, because you have the legitimacy as normal. That makes me envious. I have to keep my balance to look lesbian; I both like it and dislike it. But I like it more than I dislike it. It depends on the context I am moving in.'' She added: ''I am more relaxed in my body and I care less in a way. When I am more relaxed I move less clumsily and more gracefully and then I am perceived as more attractive.''
Reflections: The impact of vulnerability and heteronormativity in psychotherapy
Cecilia's story and her appearance can be understood as a story of being different and embarking on a difficult journey in a hostile landscape on the way to coming out as a lesbian. With no one else to talk to about her feelings, she had difficulty in understanding and integrating them. Cecilia's reports of feeling a lack of authenticity may be related to normative assumptions of heterosexuality operating to obstruct possibilities to share her story with others [3] . If not provided with opportunities to talk about this issue, this required her to reinforce repeatedly her old story of not feeling authentic, instead of getting the help she needed.
Cecilia's stories tell of the impact of violating a taboo in the culture and subsequent feelings of loneliness and lack of emotional approval coming in the wake of this break with dominant norms. Cecilia's own sense of what has happened to her might be the best guide for interpreting her storyespecially her strong need to find her own voice and approach authenticity. In this case, she met a lesbian therapist. But how could a heterosexual practitioner have been able to support Cecilia so that the vulnerability in the relationship could be transformed into strength?
Being sensitive to different lesbian lifestyles such as femme and butch is useful knowledge for the practitioner. If the therapist is not aware of the roleplaying dimensions of these masculine and feminine modes in lesbian relationships [8] , the butch (masculine) style might be misunderstood as gender deviance. It might be difficult for the therapist to understand why a woman playing this role has problems relating to others. In interpreting Cecilia's symptoms and situation, it is likely that a therapist's application of a heteronormative frame would pathologize her and be experienced by Cecilia anew as a negation of her way of life.
Cecilia's symptoms are not clear, and her attitude towards other people is basically one of suspicion and distrust. If the practitioner perceives Cecilia as a heterosexual woman, her suspicion could be interpreted as pathology. In so doing, this would tend to narrow the space for therapeutic exploration and reinforce Cecilia's feelings of otherness and stigmatization. Cecilia's customary way of dealing with life is to hide herself and this makes consultation difficult. For clients like Cecilia, misunderstandings of this sort and an all too hasty conclusion on the part of the practitioner can be perceived as both ignorant and abusive. What is a lifestyle? And what is a defence? And is there a connection between these two? This is a set of questions a consultation can explore, but the conclusion should be left to the client.
A healthcare provider has to be aware of different interpretations in order to take an approach to clients sharing many of Cecilia's experiences. Perhaps a more fruitful approach in helping them gain better relationships to their bodies would be to build on their own sensitivities. Thus for Cecilia, her negative attitude towards herself as ugly could be related in the consultation to tendencies among all of us -not only Cecilia -to look at ourselves with a heteronormative gaze [9, 10] . In this connection, the realization that such a gaze makes one vulnerable to viewing oneself with shame and self-contempt is an important one.
Rather than try to direct Cecilia away from sports, it might be more in line with her own feelings to accept her interest in sports. In fact, as it turned out, a somewhat reduced level of sports activities helped Cecilia to gain a better appearance after she accepted her body. This reduction was done in a balanced way so as not to ''sport away'' her feelings.
Discussion: Identity and the dominant norm in psychotherapy
Identity is a concept with many interpretations. One of these, shared by Jerome Bruner and Carolyn Saari [3, 11] , defines identity as a personal meaning system created over the course of the individual's life experience with the world. This system of meanings is organized primarily in a narrative form and is constructed upon the experience of continuity. It, too, is much influenced by the dominant heterosexual norm: one positing the lesbian as the sexual ''other'', as Jane Ussher has put it [10, 12] . Given the hegemony of heteronormative framings in society, the client needs to trust in the probability that her story will be recognized as important even before she begins telling it. At the same time, she needs to be provided with a safe room for discussing questions and issues involving her own vulnerability, which can easily be misinterpreted and misunderstood. One set of possible misinterpretations may involve perceptions of her feelings of being inauthentic as a general relationship problem connected to pathology. Another misunderstanding might be one involving seeing her appearance as gender deviance and perhaps indicative of problems related to relationships with men. If misconceptions of this sort narrow therapeutic space, little room is provided for the client to share her worries about feeling little attractive to other women. And it is likely that she then quite possibly would not be able to redefine her own negative labelling.
The context of psychotherapy is one where clients try to understand and to find solutions to their problems. If not related to the contexts in which clients are living, proposed solutions have little effect. Homosexuals often do not communicate this shared aspect of their identities in meetings with professionals because they fear that it is both taboo and irrelevant, while practitioners often fail to make relevant comments and raise germane questions because these are not part of their repertoire. Paradoxically, owing to the greater acceptance of homosexuality by society, professionals as well as others believe that this is no longer a problematic issue and thus that there is nothing to talk about. As a consequence, the personal story of the lesbian client often is not recognized and remains invisible.
My exceptional position as both a researcher and a member of the lesbian community yields a major benefit when it comes to sharing meaning. Owing to this, many stories related to me in therapy are narrated in a context of code sharing, which in other therapeutic contexts may not promote reflexivity and relevant conceptualizations. Contexts of shared meaning, however, can also be a pitfall for a lesbian therapist who may take statements for granted and exaggerate similarities that might not be there. By focusing in detail on what it means to be a lesbian in everyday life, the lessons learnt from Cecilia's story can help guide the practitioner towards clinical strategies with greater potential to empower the client.
Conclusion: Can the therapist move beyond heteronormativity?
It would be a major, if not impossible undertaking for any therapist to learn the norms for every marginalized group in society. Cecilia's case indicates that in working with sexual minorities, therapists need to be conscious of their own ways of asking questions and phrasing comments in conducting their consultations. Therapists also must be aware that simplistic one-to-one assumptions about gender, identity, and sexuality can be pitfalls further reinforcing the dominance of heterosexual framings in categorizing people. Cecilia challenges this one-to-one assumption through her gender as woman, her identity as a lesbian, and her sexuality directed to other women, and this requires an adequate framework for understanding. A heterosexual gaze, for example, could reinforce her own negative self-understandings as being ugly and unattractive.
The relationship between a helper and the one to be helped is a highly vulnerable one. The practitioner has the power to define what information should be considered important, but also the power to challenge the client's negative labelling. In Cecilia's case, she transformed her negative labels into positive ones of being a strong, sporty, independent woman good enough for other women. While the client in the therapy room is dependent on the therapist's understanding, the therapist is dependent on the patient's willingness to tell. This is a major barrier to be overcome but if this is done successfully it can help turn vulnerable issues into resources for both the practitioner and the client.
In order to transcend heterosexual norms and assumptions dominant in healthcare, it is imperative that an active non-discriminatory approach is followed. Equally importantly, therapists have to try to create a safe and spacious arena for lesbian clients to explore problems in their own contexts. To sum up, the heterosexual therapist can ''speak the vulnerable issues into existence'' by offering clients a secure and expansive space, a set of self-reflexive attitudes on normativity and a non-discriminatory and accepting approach to the subject of sexual orientation.
